REVISION PROCESS OF THE ICD
Any revision ofthelCD involves a variedset of activities. The preparatory work for ICD-10 in fact, started even before the work on the ninth revision was completed. Evaluation meetings were organized by the WHO regional offices in Europe and South East Asia and a questionnaire on the use of ICD-9 was completed by most member states in 1981-82. Based on the experiences gained from these initial exercises, a preparatory meeting on ICD-10 was held in Geneva in 1983 and the first expert committee on ICD-10 met in San Fransisco in 1984. In August of the same year, the first draft proposal for ICD-10 was circulated to WHO member states, non-government organizations and other interested groups. A majority of organizations supported the general structure of the tenth revision. A second draft proposal was circulated in July 1987 after incorporating the suggestions received.The draft was also circulated to all the field trials centres which were involved in the process evaluating the ICD-10.
OUTLINE OF ICD-10
The ICD-10 (WHO-1992) contains 21 chapterss and employs the alphanumeric system of classification. Each chapter has been assigned a letter of the Roman Alphabet, Chapter V which is Devoted to Mental & Behavioral Disorders (including disorders of Psychological Developments), has been assigned the letter F. By employing this simple device of using a letter instead of a number, the overall size of the ICD has been increased considerably. Each chapter has been allotted ten two -character categories (viz. F00-F9 for chapter V) and one hundred three-character categories (viz. F0-F99) . Further categorization could also be made by means of decimal nuemeric subdivisions at the fourth character level.
ICD-10 chapter V (F) follows a sequence which is broadly the same as in ICD-9. All the conditions in chapter V of ICD-9, have close and obvious equivalents in ICD-10. The excerpts from the ICD-10 are shown in the appendix.
The term 'disorder' has been used throughout the classification, to avoid problems inherent in the usage of term like 'disease' and 'illness'. For each disorder, a brief description of the main and associated clinical features are provided. The description also contains brief comments about differential diagnosis. A major innovation has been the provision of 'diagnostic guidelines'. These should not be interpreted rigidly as constituting essential criteria. These guidelines have been phrased in such a manner as to offer maximun flexibility to the clinician, to arrive at a diagnosis, even in situations where information is inadequate or incomplete. It is emphasized that these guidelines "do not pretend to be comprehensive statements about the current state of knowledge of the disorder". There is also provision to make diagnosis at different levels of confidence depending on the certainity and clarity of the clinical data. When the minimum requirements of diagnostic guidelines are clearly met, the diagnosis is regarded as 'confident'. When they are only partially fulfilled, the diagnosis could be recorded as 'tentative' or 'provisional', depending on the availability of further confirmatory information. The clinician is required to follow the general guidelines even when it is necessary ' to take more than one diagnosis to account for the clinical picture in any given case. In such a situation, it is advisable to give one diagnosis which is more appropriate, a preferential status over the others, by specifying it as the main diagnosis and recording the others as subsidiary or additional diagnosis. On those occasions, when it is difficult to decide which diagnosis should be the main one and which is to be subsidiary, the diagnosis should be recorded in the numerical order in which they appear in the classification. The use of other chapters of the ICD-10 system, in addition to chapter V (F) is also permissible wherever appropriate.
OTHER VERSIONS OF ICD-10
The ICD-10 is distinctive in that, in addition to the version for clinical and educational use, other version are also being developed. These are: a) A set of Diagnostic Criteria for Research (DCR). In this version, the criteria are precise and the instructions are more restrictive. At the time of writing this report, DCR Field Trials have also been completed in India.
b) A multi-aspect system for describing patients and their disorders more comprehensively, is also under preparation. This would include description of a variety of associated conditions which influence the aetiology, management and course of various disorders. c) A simplified classification for use in primary health care. d) A glossary, which will define and describe the main feature of each disorder. It will serve as a ready reckoner for common terms and conditions employed in classification.
The aim of the WHO is to produce a 'famil/of closely retoted documents on diagnosis so as to meet the requirements of persons working in a wide variety of settings.
DISTINCTIVE ASPECTS OF ICD-10
1. The ICD-10 is much larger in its scope than its predecessor.
2. The number of categories has almost tripled compared to ICD-9.
3. Certain categories of relevance in third world countries like Acute Transient Psychotic disorder (F.23) have been expanded. 4. Disorders having common themes or shared characteristics have been grouped together. For example : Cyclothymic Personality is included in the cateory of Affective Disorders.
5. The conventional organising principle to distinguish psychosis from neurosis hither-to employed in earlier classificatory systems had been abandoned.
6. Aetiologically loaded terms like "Psychogenic" or "Psychosomatic" have not been employed.
Should minor modifications or additions in the individual section of ICD-10 become necessary, WHO will introduce these into revision without necessarily undertaking complete overhaul, an 11th revision, which might not be produced before the current revision has been in use for 10-15 years.
The present report is aimed at providing a brief overview of the Indian Field Trials and in addition to sensitise fellow mental health professional in the country to the scope and utility of ICD-10.
THE FIELD TRIALS OF ICD-10
One of the most distinctive aspects of ICD-10 is that it was subjected to extensive field trials in varied settings in order to test out its usefulness in routine clinical practice. 190 Field Trial Centres (FTCs) from 15 countries across the world participated in these trials. The field trials were regionally coordinated by 17 Field Trial Coordinating Centres (FTCCs). In India, 9 FTCs located at Bangalore, Calcutta, Chandigarh, Delhi, Lucknow, Ludhiana, Varanasi and Vellore participated in trials, and the Bangalore centre at the National Institute of Mental Health and Neuro Sciences functioned as the FTCC. There were two FTCs at Lucknow. All the 9 field trial centres followed an uniform procedure spelt-out by the WHO and the data were recorded on prescribed proformae.The proformae contained data about the FTC, the clinicians involved in the trial, data concerning the patients and his diagnosis.
THE OBJECTIVES OF THE FIELD TRIALS
The objectives of the field trials of ICD-10 were mainly three: 1) To assess the ease of understanding and ease of use of ICD-10, chapter V.
2) To assess the extent to which the new classification describes adequately the various type of psychiatric disorders seen in patients (Goodnss of fit).
3) To provide information on the extent and type of agreement that is achieved beetween independent diagnosticians using ICD-10.
FIELD -TRIAL DESIGN
The field trials were conducted in different phases.
A) Familiarisation Phase:
The purpose of this phase is suggested by its name and consisted of two stages. In the first stage, the investigators of a given FTC jointly interviewed 5 to 10 patients, one at a time. One investigator functioned as an interviewer and the other as a participant observer. After each interview, each of the investigators recorded their diagnosis independently on the Diagnosis and Comment Form, and discussed the differences in their ratings, subsequently.
In the second stage, the investigators jointly interviewed 5 patients who were familiar to them and repeated the above procedure. Before the familiarisation phase began, data about each FTC and its clinicians were collected through Study Description Forms and Clinicians Identification Forms. The Study Description Form sought information about the infrastructure of the FTC, while the Clinician Identification Form sought further details about the participating investigator.
B) Joint -assessment Phase :
Even though the procedure adopted in this phase was similar to that of the familiarisation phase, the joint assessment phase constituted the core features of the field trials. In this phase, the investigators of each FTC jointly interviewed 20 unselected patients but made independent diagnosis of each patients on the Diagnosis and Comment Form. C) Case-summary Assessment Phase :
This phase, in contrast to the joint assessment phase, aimed at testing out whether the Draft ICD-10 was adequate for making diagnosis based on case summaries, where the available clinical data is not amenable to further scrutiny or verification. For this purpose, each FTC prepared four clinical case summaries. Two of them were summaries of the typical patients seen in their practice who fit the diagnosis well and the other two were atypical cases posing diagnostic difficulties. These case-summaries were pooled together and 12 of these were sent to each FTC such that no FTC received any case summary prepared by it. The investigators of the FTC independently assessed the diagnosis of the case summaries using the diagnosis and comment forms.
After the case-summaries assessments were over, each clinician recorded his overall observation on the comments and suggestion Forms.
DATA ANALYSIS
Data from all FTCs were pooled together at the FTCC and were tabulated according to the format suggested by the WHO. An identical method of analysis was used at the FTCC both for the joint assessment data as well as summary assessment data. The following characteristics were specifically analysed :
a) The goodness of fit: This represents the degree to which the clinical descriptions and diagnostics guidelines truly correspond to the clinical picture of the patients assessed.
b) Agreements -Disagreements : This represents the number of occasions on which two or more clinicians of an FrC agree or disagree about the main diagnosis. A major disagreement was defined as one wherein the diagnoses recorded by the investigators differed in the third character of the diagnostic category. A minor disagreement was one in which differences occured with regard to the fourth character. c) Clinicial rating behaviour: Here the constitency of the clinical judgements and the extent to which each group of clinicians made assessments in approximately the same manner were examined.
In addition, the FTCC compiled the opinions, comments and suggestions made by the investigators of all FTCs both for individual diagnostic categories as well as for the entire ICD-10 and circulated them among all the participants.
RESULTS

GENERAL CHARACTERISTICS OF THE SAMPLE (Appendix A):
A total of 671 assessments were made by the field trials investigators ( 
GOODNESS OF FIT
The term 'goodness of fit' refers to how well the description of the disorders in the draft ICD-10 matches the patients' clinical data. This was rated on a five point scale ranging from :
For the purpose of analysis, the first two were clubbed together. Tables 2 a & b illustrate the range of goodness of fit at various FTCs for joint as well as case summary assessments. Note: Goodness of fit ratings are significantly better for joint assessments (X = 13.097, d.f. = 1, P), and this trend is same in cases of other ratings viz. the confidence ratings, the case of diagnoses and adequacy of description.
An effort was then made to examine the goodness of fit for individual diagnostic categories in both type of assessments (Table 4 a & b). In the commonest diagnostic category viz. mood disorders, the goodness of fit was found to be quite satisfactory in both types of assessments (94.6% & 88.7%). This indicates that in majority of instances, descriptions of mood disorders in ICD-10, correspond very well to clinical presentations. The goodness of fit for other common diagnostic categories was also found to be generally satisfactory. However, in less commonly represented categories like personality disorders or organic disorders, it was found to be unsatisfactory. Since very few assessments were made in these two categories,. it is difficult to draw any definite conclusions.
In general, these findings indicate that the majority of diagnostic categories in ICD-10, have an acceptable degree of face validity. When we group together the last three ratings of goodness of fit indicating inadequate goodness of fit, we note that the goodness of fit rating were better in joint assessments than in case summary assessments. This difference is also statistically significant ( Table 3) . This is not surprising since in joint assessments involving 'live' patients, there is an opportunity for the clinician to verify and supplement the information necessary for a particular diagnosis through clinical interview. There is no such verification in assessment of case summaries. Even though the goodness of fit in case summary assessments was less in comparison to joint assessments, it was still rated as being good or very good in 80% of assessments. However, some areas of the classification might require further examination in detail to confirm this general impression.
In addition to goodnes of fit ratings, the participating clinicians also rated their ease or difficulty in arriving at a diagnosis and their level of confidence in the main diagnosis, for each assessment. An effort was made to explore whether there is any association between these three ratings (Table 5 ). The examination of contigency coefficients reveal that each pair of ratings on all these dimensions are positively and highly significantly associated. This indicates that the confidence and ease of diagnosis bear a very close relationship with the goodness of fit ratings. This is to be expected when we consider the fact that the ease of diagnosis using the ICD-10 and the confidence in that diagnosis arc both dependent on the degree to which the ICD-10 descriptions are same as that of the clinical presentation, i.e., the goodness of fit. Perhaps, any one of these three measures should be able to assess the face validity of any system of diagnostic descriptions. Table 6a and 6 b show the degree of agreement among clinicians in various FTCs for both joint as well as case summaryassessments, for the main diagnosis. As in the goodness of fit ratings, the agreement levels are higher in joint assessments in comparison to case summary assessments (84.2% & 74.4%). In the TCD-10 field trials, in addition to the main diagnosis, the clinicians were also required to record subsidiary as well as alternate to main diagnosis. An attempt was therefore made to explore association if any, between goodness of fit ratings, disagreement level and the presence of alternate or subsidiary diagnosis (Table 7 a & 7 b) . The findings indicate that the goodness of fit ratings is directly proportional to the agreement level 
AGREEMENTS AND DISAGREE-MENTS ABOUT DIAGNOSIS AS-SIGNED
Tables 8 a & 8 b show the clusters of diagnostic categories
where disagreement occurred, both in joint and case summary assessments. It is noted that the majority of disagreements occurred between F2, F3 and F4 categories. In order to identify the source of these disagreements, the diagnosis and comments forms were examined. They revealed that very often the disagreements occurred because the clinicians experienced difficulties in neatly seggregating patients who presented with mixed features. For example, one of the major disagreements was between F 22.0 (Delusional disorder) & F 33.0 (Recurrent severe depressive disorder). In both these conditions, the clinicians recorded presence of delusion and depression, but differed in assigning diagnostic priority to one of these two prominent features. Many such difficulties were recorded by the investigators in the diagnosis and comments forms and formed the basis of the recommendations made by the FTCs about suitable alternations in the glossary.
CLINICIANS' RATING BE-HAVIOUR
Even though 22 clinicians made 386 joint assessments and 285 case summary assessments, the number of assessments made by different clinicians differed widely. Therefore, comparisons of the clinicians' rating behaviour could not be made by the numerical analysis. Yet, the examination of a comprehensive table prepared for the goodness of fit ratings showed certain unambiguous trends.
There were numerous instances of a clinicians agreeing on diagnosis with his peers in all joint assessments but disagreeing in many case summary assessments. But, no clinicians who agreed on diagnosis on his peers in all case summary assessments ever disagreed in joint assessments. Because all assessments were in- F4x -Neurotic, stress -related and somatoform disorders dependent and blind, the implication of this observation is not clear. When clinicians agreed with their peers in joint assessments but disagreed in case summary assessments, there was a tendency for more major disagreements. In contrast, when the clinicians disagreed in both joint and case summary assessments, the major and minor disagreements tended to be fairly equally distributed. It may be assumed that some clinicians disagreed in both joint and case summary assessments, the major and minor disgreements tended to be fairly equally distributed. It may be assumed that some clinicians have an innate tendency to "agree", and when they do disagree their disagreemnt is more radical. Conversely, those who tend to disagree do so uniformly. The innate bias of the raters in experimental situations is all too familiar and something to be contended with.
THE WORKSHOP
The data of the field trials was examined in a two day workshop of all the principal investigators of FTCs,held in April 1988 at the N1M-HANS. The tabulated data and their analysis, the comments and suggestions made by the investigators in relation to the individual sections of the ICD-10 were examined and discussed in detail.
A specific set of recommendations were made regarding contents of ICD-10. These were forwarded to the Field Trial Co-o.dinating group at the WHO, Geneva. In fitting recognition of the contribution of the Indian field trials, many of these recommendations were incorporated in the later draft of the ICD-10. 
APPENDIX B EXCERPTS FROM ICD-10
